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Zuckerman, Stephanie, Nicole. Ph.D. The University of Memphis. August, 2017. What Predicts 
Suicidality Among Psychologists? An Examination of Vulnerability and Protective Factors. 
Owen Richard Lightsey Jr., Ph.D. 
 
Background: Research indicates health professionals, particularly psychologists, may be at a 
uniquely high risk for attempting or committing suicide.  Factors predicting increased risk for 
suicide among the general population (e.g., gender and mental illness) may also increase risk 
among psychologists.  Risk of suicide among psychologists may also be attributable to 
occupational factors (e.g., burnout or secondary traumatic stress) or their potential for higher 
levels of past trauma than professionals in other fields.  Finally, resilience and meaning in life 
may serve as protective factors among psychologists.   
Aims: To examine demographic factors, mental health factors, work factors, past experiences of 
trauma, and protective factors for their ability to predict suicidality and to examine resilience as a 
potential moderator of the relationship between vulnerability factors and suicidality.   
Method: A sample of 172 psychologists anonymously completed online questionnaires; 
hierarchical multiple regression procedures were used for analysis.  
Findings: Having a family history of suicide, number of experienced lifetime traumas, and 
general level of depression/anxiety over the lifetime predicted higher suicidality among 
psychologists.  Resilience was found to moderate the relationship between both family history of 
suicide and recent anxiety/depression and suicidality such that these relationships were 
strengthened at higher levels of resilience.  
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What Predicts Suicidality Among Psychologists? An Examination of Vulnerability and 
Protective Factors 
 Psychologists may be at greater risk for suicide than the general population given the 
parallels between the profession and other healthcare fields in which higher risk has been 
established.  Despite this, there is scant research on the topic, as acknowledged by the American 
Psychological Association when, after the deaths of several well-known psychologists to suicide, 
a committee was formed to examine suicide among psychologists (DeAngelis, 2011; Kleespies 
et al., 2011).   
 Through the committee’s work, Kleepsies et al. (2011) reported the most 
methodologically sound data indicates an elevated risk for suicide among Caucasian 
psychologists.  Prior to the committee’s work, a few studies exploring psychologists’ suicide risk 
by examining death certificates found risk three times higher for female psychologists than the 
general population between 1960-1969 but equal rates for female psychologists and lower rates 
for male psychologists between 1980-1990 (Phillips, 1999; Steppacher & Mausner, 1973). 
Additionally, an unpublished, study of male psychologists found elevated suicide rates when 
controlling for age, marital status, socioeconomic status, and mental disorders (Boxer, Burnett, & 
Swanson, 1992).  Though discrepant findings exist, the need for further research on 
psychologists’ suicide is critical given the significant impact it can have on colleagues, students, 
clients, and communities of the deceased (Kleespies et al., 2011).  
Risk Factors  
 Conceptualization of suicide risk and risk assessment often involves examining both an 
individual’s unique risk factors (e.g., mental illness or substance abuse) and broad factors (e.g., 
age, race, and gender) that place him or her in a higher risk group (Kessler, Borges, & Walters, 




1999; Mościcki, 1997; Suicide Prevention Resource Center, 2001).  Importantly, recent theories 
such as the Fluid Vulnerability Model encompass multiple potential risk factors, including 
genetic factors, past attempts, and aggravating factors such as recent loss (Rudd, 2006).  This 
study therefore examines varied theoretically or empirically-based risk factors, including mental 
health concerns, past trauma, and work-related factors that may be pertinent to risk among 
psychologists.  
 Psychologists are not immune to mental health problems, and problems frequently 
exhibited by psychologists (e.g., depression and anxiety) (Gilroy, Carroll, & Murra, 2002; Guy 
& Liaboe, 1985; Kleespies et al., 2011; Larsson, 2012) have been linked to higher suicide risk in 
the general population (American Foundation for Suicide Prevention, 2014; Mościcki, 1997).  
Additionally, problematic substance use, a widely acknowledged risk factor, has been identified 
as a commonality among psychologists’ suicides (Kleespies et al., 2011; Mann, Waternaux, 
Haas, & Malone, 1999).  Furthermore, mental health professionals have higher rates of past 
exposure to abuse, familial dysfunction, and parental mental illness than non-mental health 
professionals (Elliot & Guy, 1993; Follette, Polusny, & Milbeck, 1994).  Such factors, which 
may lead individuals to enter mental health-related fields, have been linked to suicidality in other 
samples and also may predict increased suicidality among psychologists (Elliot & Guy, 1993; 
Kaslow et al., 2002; Mandelli, Carli, Roy, Serretti, & Sarchiapone, 2011; Murphy & Halgin, 
1995; Nikčević, Kramolisova-Advani, & Spada, 2007; Sarchiapone, Carli, Cuomo, & Roy, 
2007).   
 Another potential risk factor may be psychologists’ distinctive job-related stressors, 
including burnout, work setting, and secondary traumatic stress.  Burnout, characterized as a 
prolonged psychological reaction to job stress, has been linked to poor mental health outcomes 




(e.g., decrease in meaning in life, disconnection from others, and emotional exhaustion) 
(Maslach, Schaufeli, & Leiter, 2001; Pearlman & Saakvitne, 1995; Way, VanDeusen, & Cottrell, 
2007) and has predicted suicidality in groups of medical providers but has not yet been linked to 
suicidality among psychologists (Dyrbye et al., 2008; Pompili et al., 2006; Shanafelt et al., 
2011).  With regard to work setting, psychologists in community agency, correctional, and 
inpatient settings exhibit higher levels of burnout than those in private practice or university 
counseling centers (Ackerley, Burnell, Holder, & Kurdek 1988; Lim, Kim, Kim, Yang, & Lee 
2010; Raquepaw & Miller, 1989; Ross, Altmaier, & Russell, 1989; Senter, Morgan, Serna-
McDonald, & Bewley, 2010).  Given differences across work settings, research has examined 
characteristics of work environments such as autonomy that contribute to outcomes such as 
burnout or job satisfaction (Maslach et al., 2001).  However, autonomy has not yet been 
examined in relation to suicidality.  Similarly, secondary traumatic stress, the negative impact of 
working with individuals who have experienced trauma, has been associated with increased 
mental health symptoms in clinicians (Brady, Guy, Poelstra, & Brokaw, 1999; Pearlman & Mac 
Ian, 1995) and also may exacerbate suicide risk among psychologists (Stamm, 2010), although 
this has not yet been studied.     
Protective Factors  
 Other factors, such as meaning in life and resilience, may reduce rather than exacerbate 
suicide risk among psychologists.  Greater meaning in life has inversely predicted likelihood of 
suicidality and is associated with lower levels of distress and enhanced psychological well-being 
(Edwards & Holden, 2003; Heisel & Flett, 2004; Kleiman & Beaver, 2013; Koivumaa-Honkanen 
et al., 2001; Zika & Chamberlain, 1992).  Meaning in life may be especially relevant for 
psychologists given their potential reasons for choosing to enter the field, such as desire to help 




others or as a result of their own traumatic experiences (Elliot & Guy, 1993).  Psychologists who 
have higher meaning in life may also experience lower levels of suicidality.  
 Resilience also appears to protect against suicide among individuals with childhood 
trauma, and lower resilience has been associated with increased likelihood of suicide (Roy, Carli, 
& Sarchiapone, 2011).  Given psychologists’ hypothesized higher levels of past trauma—and 
because resilience has buffered the relationship between stress and poor mental health 
outcomes—it could also buffer the relationship between stressors and suicidality among 
psychologists (Fletcher & Sarkar, 2013). 
 Finally, compassion satisfaction, the satisfaction persons derive from helping others in 
their work (Stamm, 2010), has predicted lower burnout among mental health professionals (Ray, 
Wong, White, & Heaslip, 2013).  Among social workers, lower satisfaction in helping work was 
associated with increased distress and mental health symptomology (Evans et al., 2005).  Given 
the demonstrated connection between compassion satisfaction and negative mental health 
outcomes (e.g., burnout and increased distress), compassion satisfaction may reduce suicide risk.  
Purpose and Hypotheses  
 The purpose of this study was to examine the relationships of psychologists’ risk and 
protective factors with suicidality.  The following hypotheses were explored:  
1. A model including demographic factors, mental health factors, work-related factors, past 
trauma factors, and protective factors will predict a significant amount of variance in 
psychologists’ suicidality.  Specifically, (a) female gender, (b) Caucasian race, (c) family 
history of suicide/mental illness/substance abuse, (d) higher levels of depression/anxiety 
in the past 2 weeks and over the lifetime, (d) problematic substance use, (e) greater 
number of past traumas, (f) greater impact of traumas over the past year, (g) higher 




secondary traumatic stress, and (h) higher burnout will uniquely predict higher suicidality 
among psychologists, whereas (i) resilience (j) meaning in life , and (k) compassion 
satisfaction will inversely predict suicidality among psychologists.  Because no studies 
have examined whether age and autonomy predict suicidality among psychologists, the 
present study also examined these relationships.  
 Resilience also was examined as a moderator of the relationship between risk factors and 
suicidality.  The following hypothesis was tested: 
2. For higher levels of resilience, the positive association of each of the predictor variable 
and suicidality will be weaker, relative to persons with lower resilience.  See Figure 1 for 
hypothesized relationships.  



















Figure 1. Hypothesized relationships for resilience as a moderator of the relationship between 
predictor variables and suicidality.  
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 A nonrandom sample of psychologists was obtained via listservs and Facebook pages of 
professional psychology groups, two doctoral program listservs, and via snowball sampling.  The 
final sample contained 172 individuals, 128 women and 44 men.  Eighty-six percent reported as 
Caucasian, 5.2% African American, 2.9% Asian/Pacific Islander, 2.9% Multiracial, 2.3% 
Hispanic, and 1.2% Native American or other.  Participants worked in many settings including 
Veterans Hospitals (29.7%), Academic Settings (17.4%), Private Practice (12.2%), University 
Counseling Centers (8.7%), Community Agencies (6.4%), Non-Veteran Hospital Settings 
(6.4%), Correctional Facilities (5.8%), and other (13.4%).  Participants reported working 
between 3 and 70 hrs per week, with approximately 77% working between 35 and 55 hrs per 
week (M = 39.93, SD = 10.17).  Finally, 74% reported having sought counseling or therapy by 
choice, and 49% reported taking medication for a mental health concern.   
Instruments 
Demographic Questionnaire.  Items included age, gender, ethnicity, marital status, type 
of doctoral degree, and area of doctoral degree.  Participants reported on their work and if they 
have ever received personal counseling, taken medication for a mental health concern, or had 
familial history of mental illness, substance abuse, or suicide.  
Brief Resilience Scale (BRS).  The BRS contains 6 items measuring ability “to bounce 
back or recover from stress” (Smith et al., 2008, p. 194).  Responses range from 1 (strongly 
disagree) to 5 (strongly agree).  Items are summed for a possible total of score of 30 with higher 
scores indicating higher general resilience.  When tested across samples, BRS scores exhibited 
coefficient alpha estimates between .80 to .91, test-retest reliability of .69 over one month and 




.62 over three months, and correlation coefficients of .59 and .51 with other resilience scales 
(Smith et al., 2008). 
CAGE-AID.  The CAGE-AID Substance Abuse Screener contains 4-items intended to 
identify problematic alcohol and drug use (Brown & Rounds, 1994).  Participants indicate yes or 
no to items representing common factors indicating substance abuse (e.g., feeling they should cut 
down on their use).  The CAGE-AID has shown sensitivity of 79% and specificity of 77% for 
detecting a substance use disorder with one or more yes responses and a sensitivity of 70% and 
specificity of 85% with two or more yes responses (Brown & Rounds, 1994).  For this study, a 
modified Likert scale was included to assess the frequency of any experiences identified in the 
items.  Responses ranged from 0 (never) to 4 (frequently).  
Life Stressors Checklist-Revised (LSC-R).  The LSC-R, utilized in diagnosing 
posttraumatic stress disorder (Wolfe & Kimerling, 1997), assesses the presence of 30 stressful 
life events and asks participants how much each event has affected their life in the last year (item 
E) on a scale of 1 (not at all) to 5 (extremely).  More stressors, calculated by adding the total 
number of “Yes” responses to stressful life experiences, indicate greater past trauma.  Effect of 
traumas is calculated by summing item E responses, with higher scores indicating greater impact 
of trauma over the past year.  Kappa values ranging from .52 for physical abuse to .97 for 
miscarriage over a 7-day period; correlation coefficients with five other measures of trauma 
exposure ranged from .77 to .86 (McHugo et al., 2004).  No additional psychometric data are 
available. 
Meaning in Life Questionnaire (MLQ).  The MLQ contains 10-items assessing 
presence of and search for meaning in life (Steger, Frazier, Oishi, & Kaler, 2006).  Responses 
range from 1 (absolutely untrue) to 7 (absolutely true).  The Presence subscale was utilized for 




this study, with higher scores indicating higher meaning in life.  Coefficient alpha estimates for 
the Presence subscale were .81 and .86, one-month test-retest reliability was .70, and subscale 
scores had an average correlation of .65 with scores on other measures of meaning (Steger et al., 
2006).   
Patient Health Questionnaire-4 (PHQ-4) (Kroenke, Spitzer, Williams, and Löwe, 
2009).  The PHQ-4 contains 4-items with two items assessing frequency of depression and two 
assessing frequency anxiety over the previous 2 weeks on a scale of 0 (not at all) to 3 (nearly 
every day).  A modified PHQ-4 using the same scale also was included to assess symptoms of 
anxiety and depression occurring generally over the lifetime.  The original PHQ-4 and another 
brief symptom assessment had a correlation of .80, and the Cronbach’s Alpha of the PHQ-4 was 
.85 in one an adult sample (Kroenke et al., 2009) and .78 in another (Löwe et al., 2010). 
Professional Quality of Life Scale (PROQOL).  The PROQOL contains 30 items 
measuring experiences of compassion satisfaction and compassion fatigue (i.e., burnout and 
secondary traumatic stress) in individuals’ work in a helping profession (Stamm, 2010).  
Responses range from 1 (never) to 5 (very often).  Subscales (used in the current study) measure 
burnout, secondary traumatic stress, and compassion satisfaction.  Available psychometric data 
consists of subscale coefficient alphas: 87 (Compassion Satisfaction), .72 (Burnout), and .80 
(Secondary Traumatic Stress) (Stamm, 2010).  
 Suicide Behaviors Questionnaire-Revised (SBQ-R).  The SBQ-R is a 4-item measure 
of suicidality with four components: lifetime ideation and attempts, recent frequency of ideation, 
suicide threats, and self-assessed likelihood of future suicidal behavior (Osman et al., 2001). 
Total scores range from 3 to 18, with higher scores indicating greater suicidality.  In nonclinical 
samples, a cutoff score of 7 differentiated between suicidal and nonsuicidal groups.  Coefficient 




alpha among adult samples ranged from .76 to .87.  Scores also identified suicidal individuals 
versus nonsuicidal individuals, with sensitivity scores ranging from .80 to 1.0 and specificity 
scores ranging from .96 to 1.0 across groups (Osman et al., 2001).  
 Work Design Questionnaire-Autonomy Subscale (WDQ-Autonomy).  The WDQ, a 
self-report measure of work characteristics, contains 9 items measuring the autonomy in one’s 
current job in terms of work schedule, decision making, and work methods; responses range 
from 1 (strongly disagree) to 5 (strongly agree) (Morgeson & Humphrey, 2006).  Coefficient 
alpha for adults on Work Scheduling Autonomy Scale scores, Decision-Making Autonomy Scale 
scores, and Work Methods Autonomy Scale scores, were .85, .85, and .88 respectively; estimates 
of interrater reliability were .53, .46, and .44 (p < .01) respectively; and estimates of interrater 
agreement were .76, .84, and .79, respectively (Morgeson & Humphrey, 2006).  WDQ-
Autonomy subscale scores range from 9 to 45. 
Procedures 
 Permission for the study was obtained from the university Institutional Review Board. 
The survey was administered via the secure Qualtrics website.  Participants also were provided 
with information for a national suicide hotline they could use for assistance if they currently, or 
at any time, felt suicidal.  
Results 
 Of the original sample of 210 cases, 30 were dropped due to failure to provide any 
responses for one or more instruments, leaving 180 cases.  The remaining sample contained five 
missing values (.033% of the total sample values), which were determined to be missing 
completely at random by Little’s MCAR Test (χ2 = 289.569, df = 279, p = .319).  This 
percentage of missing data is far below the thresholds commonly designated as problematic (5-




10%; see Schlomer, Bauman, & Card, 2010; Tabachnick & Fidell, 2007), indicating the method 
for handling missing values was unlikely to impact results (Tabachnick & Fidell).  Person mean 
substitution (see Downey & King, 1998), which outperforms item mean substitution and listwise 
deletion (Hawthorne & Elliott, 2005), was used to replace missing values.  Eight cases with 
standardized residual values 3 or more SD from the mean or both Cook’s Distance and centered 
leverage values 3 or more SD from the mean in multiple regressions were removed from the 
sample, leaving an N of 172.  Data met assumptions of normality, linearity, and 
homoscedasticity.  Family history of suicide, mental illness, and substance abuse were coded 1 
for reported history and 0 for no reported history.  
 Means, standard deviations, minimum, maximum, and alpha coefficients for the predictor 
variables are presented in Table 1; correlations are presented in Table 2.  Coefficient alpha for 
scores of all instruments except the SBQ-R and the LSC-R Total Number of Traumas scale, were 
acceptable (Heppner & Heppner, 2004). 
 
  




Table 1  
 
Means, Standard Deviations, Skewness, Kurtosis, and Alpha Coefficients for Predictor Variables 
 
Variable Mean SD Minimum Maximum Alpha  
Age 46.49 14.13 27 84 - 
Family history of substance abuse     .33     .47 0 1 - 
Family history of mental illness     .47     .50 0 1 - 
Family history of suicide     .10     .02 0 1 - 
Brief Resiliency Scale 22.93   4.13 8 30 .90 
Meaning in Life Questionnaire- Presence scale 28.96   4.03 16 35 .83 
Work Design Questionnaire- Autonomy scale 37.56   6.81 9 45 .95 
CAGE-AID with modified scale   1.20   1.83 0 8 .70 
Suicide Behaviors Questionnaire-Revised   5.09   2.13 3 12 .66 
LSC-R Total number of experienced traumas   5.88   3.50 0 19 .69 
LSC-R Effect of traumas over past year  10.97   8.07 0 48 .72 
Patient Health Questionnaire (PHQ) 2 Weeks   1.82   2.29 0 12 .82 
PHQ Lifetime   2.98   1.91 0 8 .76 
PROQOL Compassion Satisfaction 40.31   5.26 27 50 .89 
PROQOL Burnout 20.42   4.99 10 34 .77 
PROQOL Secondary Traumatic Stress 17.12   4.44 10 33 .80 







Pearson Correlation Coefficients 
 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 
1. SBQ - .06   .24**   .40***  .21**  .38***  .51***  .23** -.06 -.12  .34***  .35***  .56***  .52*** -.21** -.27*** 
2. Age  -  -.01  -.17*  .08 -.13* -.05  .09  .25**  .16* -.15* -.01  .13*  .06  .16*  .12 
3. Family History SA   -   .36***  .24***  .16*  .22**  .26*** -.08 -.03  .07  .12  .22**  .24** -.09 -.04 
4. Family History MI    -  .18*  .35***  .39***  .12 -.07 -.18*  .31***  .19**  .26***  .28*** -.22** -.28*** 
5. Family History Suicide     -  .07  .00  .14*  .01 -.15*  .19**  .10  .25**  .22** -.11 -.02 
6. PHQ 2-Weeks      -  .45***  .20*** -.18* -.24**  .56*** .38***  .13*  .24*** -.24*** -.51*** 
7. PHQ Lifetime       -  .29*** -.05 -.10  .29*** .35***  .27***  .31*** -.14* -.33*** 
8. CAGE-AID        -  .06  .03  .11 .14*  .12  .10 -.16* -.04 
9. WDQ Autonomy         -  .35*** -.37*** -.11 -.06 -.14*  .20**  .23** 
10. PROQOL CS          - -.65*** -.13* -.04 -.07  .41***  .36*** 
11. PROQOL BO           - .53***  .18*  .29*** -.41*** -.49*** 
12. PROQOL STS            -  .28***  .34*** -.18** -.38*** 
13. LSC-R Total Traumas             -  .87*** -.06 -.01 
14. LSC-R Impact of Traumas              - -.15** -.07 
15. MLQ Presence               -  .37*** 
16. BRS                - 
Note. N = 172.  *** = p < .001. ** = p < .01. * = p < .05. SBQ = Suicide Behavior Questionnaire-Revised. SA = Substance Abuse. MI = Mental Illness. PHQ2 = Patient Health Questionnaire two week version. PHQ 
Lifetime= Patient Health Questionnaire lifetime version. WDQ = Work Design Questionnaire. PROQOL = Professional Quality of Life Scale. CS = Compassion Satisfaction. BO = Burnout. STS = Secondary Traumatic 
Stress. LSC-R = Life Stressor Checklist Revised. MLQ = Meaning in Life Questionnaire. BRS = Brief Resilience Scale. 
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 An initial hierarchical multiple regression examined demographic factors (age, family 
history of suicide/mental illness/substance abuse), mental health factors (anxiety, depression, 
substance use), work factors (burnout, secondary traumatic stress, compassion satisfaction, and 
autonomy at work), past trauma (number of past personal traumas and effect of traumas in past 
year), and meaning in life and resiliency, in the prediction of suicidality.  To reduce 
multicollinearity, predictors were standardized (Frazier, Tix, & Barron, 2004).  Cross-product 
interaction terms were computed from standardized variables to examine resiliency x 
vulnerability factor interactions. 
 Demographic and mental health factors, entered in the first block, accounted for 
significant variance in suicidality (ΔR2 = .37, ΔF (7, 164) = 13.84, p < .001).  Family history of 
mental illness (p = .008), family history of suicide (p = .029), anxiety/depression over the past 
two weeks (p = .045), and anxiety/depression over the lifetime contributed to the model (p < 
.001).  Age (p = .067), family history of substance abuse (p = .801), and substance abuse (p = 
.608) were not significant.  In the second block, autonomy (p = .757), burnout (p = .364), 
compassion satisfaction (p = .537), and secondary traumatic stress (p = .222) were not significant 
(ΔR2 = .02, ΔF (4, 160) = 1.26, p = .289).  In block 3, number of total traumas and effect of 
traumas over the last year accounted for significant incremental variance (ΔR2 = .12, ΔF (2, 158) 
= 19.38, p < .001).  In this block, total number of traumas (p < .001) was significant, and 
anxiety/depression over the lifetime (p < .001) remained significant.  Impact of trauma over the 
past year was not significant (p = 507).  Block 4, containing resilience (p = .302) and meaning in 
life (p = .267), was not significant (ΔR2 = .01, ΔF (2, 156) = 1.48, p = .231).   
Block 5, which consisted of two-way resilience x vulnerability factor (family history of 
suicide/mental illness/substance abuse, anxiety/depression, substance abuse, autonomy, burnout, 




secondary traumatic stress, number of traumas, and effect of traumas) interactions, accounted for 
significant incremental variance (ΔR2 = .08, ΔF (11, 145) = 2.63, p = .004).  Examination of 
regression coefficients revealed resiliency x family history of suicide (p = .003), resiliency x 
substance use (p = .021), and resiliency x recent experiences of depression/anxiety (p = .047) 
contributed to the model.  Additionally, anxiety/depression over the lifetime (p < .001) and total 
number of traumas (p < .001) were significant in the final model.  
 In order to confirm these results, simplified regressions per Holmbeck (2002) were 
conducted containing only the constituents of the interaction term and each particular interaction 
term.  The interaction between resilience and substance use did not remain significant  (ΔR2 = 
.003, ΔF (1, 168) = .646, p = .423).  The interactions between resilience and family history of 
suicide (ΔR2 = .040, ΔF (1, 168) = 8.027, p = .005) and resilience and recent experiences of 
anxiety and depression (ΔR2 = .022, ΔF (1, 168) = 4.390, p = .038) remained significant.  
However, graphs revealed that resilience exacerbated the relationships between both family 
history of suicide and recent experiences of depression and anxiety, and suicidality: At higher 
levels of resilience, family history of suicide and recent anxiety and depression exhibited 
stronger relationships with suicidality (see Figures 2 and 3).  
 




   




Figure 3. Prediction of suicidality by recent experiences of anxiety/depression at high, medium, 
and low levels of resilience. 
 




 A trimmed regression was conducted with nonsignificant variables removed (see Table 
3).  Remaining mental health factors, entered into the first block, accounted for 36% of the 
variance in suicidality.  Family history of mental illness, family history of suicide, and 
depression/ anxiety over the lifetime contributed to the model (p < .001).  In block 2, number of 
trauma experiences accounted for significant incremental variance.  Number of traumas and 
anxiety/depression over the lifetime remained significant.  Resilience, entered in block 3, was 
nonsignificant.  Interactions of resilience with family history of suicide and anxiety/depression 
over the last 2 weeks, entered in block 5, accounted for significant incremental variance.  
Regression coefficients revealed that only one interaction, resiliency x family history of suicide, 
was significant.  However, the interaction between resiliency x recent anxiety and depression 
remained significant in the simplified regression per Holmbeck (2002), as described above. 
  






Hierarchical Multiple Regression of Suicidality on Demographic and Mental Health Factors, 
Past Trauma, Resiliency, and the Interactions between Resiliency and Vulnerability Factors 
 




CI 95% R2 F p ΔR2 ΔF Δp 
Block 1        .36 23.05 .000 .36 23.05 .000 
 Family hx. of MI  .76 .30 .18  2.56 .01    .18 1.35       
 Family hx. of suicide 1.15 .44 .17 2.62 .01    .29  2.02       
 PHQ 2 Weeks  .29 .15 .13  1.89 .06    -.01   .59       
 PHQ Lifetime  .82 .15 .38  5.30 .00    .51 1.12       
Block 2        .50 33.00 .000 .14 47.28 .000 
 Family hx. of MI  .50 .27  .12 1.89 .06 -.02 1.03       
 Family hx. of suicide  .51 .40  .07  1.27 .21 -.28 1.30       
 PHQ 2 Weeks  .32 .13  .15 2.35 .02 .05  .58       
 PHQ Lifetime  .62 .14  .29 4.47 .00  .35  .90       
 LSC-R Total Trauma  .87 .13  .41 6.88 .00  .62 1.13       
Block 3        .51 28.05 .000 .01 2.14 .145 
 Family hx. of MI  .46 .27  .11 1.71 .09 -.07  .99       
 Family hx. of suicide  .51 .40  .07  1.27 .21 -.28 1.29       
 PHQ 2 Weeks  .23 .15  .11 1.54 .13 -.06  .52       
 PHQ Lifetime  .60 .13  .28 4.26 .00  .32  .87       
 LSC-R Total Trauma .90 .13  .42 7.04 .00  .65 1.16       
 BRS -.20 .14 -.10 -1.46 .15 -.48  .07       
Block 4        .53 22.70 .000 .02 3.79 .025 
 Family hx. of MI  .36 .27  .08 1.35 .18 -.17  .88       
 Family hx. of suicide  .58 .40  .08 1.46 .15 -.20 1.36       
 PHQ 2 Weeks  .30 .16  .14 1.83 .07 -.02   .62       
 PHQ Lifetime  .59 .14  .28 4.30 .00  .32   .87       
 LSC-R Total Trauma  .87 .13  .41 6.94 .00   .63 1.13       
 BRS -.29 .14 -.14 -2.05 .04 -.57 -.01       
 BRS*Family Suicide 1.44 .56  .15  2.59 .01   .34  2.53       
 BRS*PHQ2  .08 .09  .06   .92 .36  -.09  .26       
Note. N = 172. hx = history.  MI= Mental Illness. PHQ2 = Patient Health Questionnaire two week version. PHQ Lifetime= Patient Health 













 The final simplified model containing the family history, mental health, trauma, and 
interaction terms accounted for 53% of the variance in suicidality.  However, only 
depression/anxiety symptoms over the lifetime and trauma experiences were significant.  
Contrary to hypotheses, resilience did not predict suicidality or buffer the relationship between 
vulnerability factors and suicidality.  Indeed, resilience augmented the relationships between 
having a known family history of suicide and recent experiences of anxiety/depression and 
suicidality.  One possible explanation is that persons who believe that they are generally resilient 
may be demoralized by their inability to prevent family history of suicide from negatively 
affecting them, and this demoralization results in family history of suicide being a particularly 
strong predictor among these high-resilience individuals.  In other words, a person’s belief in his 
or her general resilience may be counterproductive with regard to factors—including perhaps 
family history of suicide or recent anxiety/depression—that the person cannot actually “bounce 
back” from.  Another possible explanation is that this result is an artifact of the small sample size 
and low power for detecting moderation, potentially resulting in positives (Frazier et al., 2004).  
Furthermore, many variables such as substance abuse, which often have predicted suicidality, 
were not significant in this sample.  No work factors predicted suicidality, suggesting suicide risk 
may be related to personal factors such as mental health and trauma rather than work 
experiences.  This aligns with the body of research and theory indicating that experiencing 
personal trauma and/or life stress is associated with increased suicidality (Kaslow et al., 2002; 
Rudd, 2006; Stein et al., 2010; Van Heeringen, 2012).  
 Together, these findings partially support the hypothesis that psychologists’ self-selection 
factors may contribute to their suicide risk.  Elliott and Guy (1993) found that psychotherapists 




reported higher levels of past trauma (e.g., physical abuse, sexual abuse, and parental 
alcoholism) than individuals working in other fields.  Psychologists in the current sample 
reported experiencing many traumas in their lives, although it cannot be verified these 
specifically contributed to participants’ reasons for entering the field.  Exploring this relationship 
may be an important future research direction.  In line with past findings (Gilroy et al., 2002) in 
which 62% of psychologists identified themselves as depressed, these results also support the 
fact that psychologists do experience anxiety and depression which may increase their risk for 
suicide.  
Implications 
 Findings may contribute to assessing risk not only among psychologists but other groups. 
Having experienced a greater number of traumas was associated with higher suicidality, 
indicating that examining both historical and recently experienced traumas may benefit suicide 
risk assessment.  Additionally, given that general level of anxiety and depression over the 
lifetime is associated with suicidality, comprehensive suicide risk assessment among 
psychologists and others should include both current and lifetime occurrence of anxiety and 
depression.  This is supported by evidence that past trauma and negative life events, in addition 
to experiencing mental illness, is associated with increased suicide risk (Kaslow et al., 2002; 
Kessler et al., 1999; Mandelli et al., 2011; Sarchiapone et al., 2007).  Furthermore, the American 
Psychiatric Association Practice Guideline for the Assessment and Treatment of Patients with 
Suicidal Behaviors recommends examining past psychiatric diagnoses, and identifies childhood 
trauma as a factor associated with increased suicide risk (Jacobs et al., 2010).  
 Our findings also have potential implications for the development and provision of 
services for assisting distressed clinicians provided by state and national associations.  Many 




factors, such as punishing practitioners whose problems become apparent via licensure 
suspension or professional isolation, may discourage others from acknowledging problems (see 
O’Connor, 2001, for a discussion).  However, helping psychologists understand that 
experiencing mental health concerns and seeking assistance is common may enable them to 
utilize available services.  Psychologists in the sample reported an average of six traumatic 
experiences and demonstrated average scores, comparable to scores of the general population, on 
scales measuring mental health outcomes.  Furthermore, many participants endorsed having 
sought counseling or utilizing medication.  Although psychologists have reported more past 
trauma than individuals in other professions (Gilroy et al., 2002), psychotherapists who have 
participated in personal therapy have rated their experiences as very positive (Mahoney, 1997), 
indicating psychologists are generally satisfied when obtaining assistance in dealing with their 
own concerns.  
 Additionally, services designed to assist professionals, programs training mental health 
providers, and individual clinicians themselves, may benefit from using strategies targeting 
factors found to predict suicidality in this study.  Participation in a mindfulness based stress 
reduction program reduced negative affect, anxiety, rumination, and perceived stress and 
increased mindfulness, self-compassion, and positive affect among mental health therapists in 
training (Shapiro, Brown, & Biegel, 2007).  Given the findings indicating resilience did not 
buffer the relationship between suicidality and family history of suicide or recent 
anxiety/depression, it may be important to recognize individuals’ general beliefs about their 
resilience may not be an accurate reflection of the impact of risk factors (e.g., family history of 
suicide) in their lives.  To this end, underlining the importance of actually engaging in self-care 
strategies may be important in combating risk.  




 Finally, scholars have posited that some psychologists may enter the field due to personal 
or familial trauma and mental illness (Elliot & Guy, 1993; Follette et al., 1994).  This study 
explored past trauma experiences but did not ask reasons for entering the field.  Examining 
psychologists’ trauma experiences in relation to their reasons for entering the field would allow 
direct examination of risk factors related to self-selection.  
Limitations  
 Several well-established predictors of suicide were nonsignificant.  This may be due to 
the sample’s lower suicidality relative to samples in other studies that were classified as suicidal 
due to a recent suicide attempt or hospitalization due to suicidal ideation (Osman et al., 2001).  
The low number of participants scoring high on suicidality and resulting restricted range likely 
limits generalizability.  The homogeneous sample (largely Caucasian women), also limits 
generalizability.   
 Limitations also exist with regard to instruments.  The SBQ-R and the LSC-R total 
trauma scale had coefficient alphas of .66 and .69, respectively, slightly below the minimum of 
.70 generally considered acceptable in social sciences research (Heppner & Heppner, 2004).  
Additionally, all scales were self-report, rendering findings susceptible to social desirability and 
mono-method biases.  Psychologists may have been reluctant to admit or acknowledge their own 
suicidality or mental health concerns due fear of not being seen as competent.  
 Finally, 30 participants were removed from analyses due to failure to complete any items 
on one more or more measures.  It is possible these cases provided data that were lost due to a 
technical software problem: If a participant skipped a question on a page, the survey appeared to 
time out—likely for reasons unknown to participants—due to the location of the prompt 




notifying them of the missed question (i.e., the prompt appeared at the very top of the page and 
was not visible after participants scrolled to the bottom of a questionnaire).  
Conclusion 
 Psychologists who reported more past traumas and higher depression and anxiety over 
the lifetime exhibited higher levels of suicidality.  These findings support literature positing that 
trauma experiences and mental health symptoms put individuals at greater risk for suicide and 
partially support the hypothesis that psychologists’ self-selection factors may predict higher 
suicide risk.  Contrary to hypotheses, resilience augmented relationships between both having a 
family history of suicide and recent anxiety/depression with suicidality.  Together, these findings 
aid in providing insight into psychologists’ experiences of suicidality and have potential 
implications for employee assistance programs and psychologist training programs. 
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1. What is your age? 




3. What is your race?  
a. White/Caucasian 
b. Hispanic/Latino/Latina 
c. Black/African American/African/Afro-Caribbean 
d. Native America/American Indian 
e. Asian/Pacific Islander 
f. Multiracial 
g. Other 
4. What is your marital status? 
a. Single, never married 




f. Other. Please specify: ________________ 




d. Other: Please specify: ________________ 
6. Please indicate your degree area:  
a. Counseling Psychology 
b. Clinical Psychology 
c. School Psychology 
d. Other. Please specify: _________________ 
7. What is your primary work setting?  
a. Academic Setting (non-counseling center) 
b. University Counseling Center 
c. Private Practice 
d. Veterans Affairs Hospital 
e. Private Hospital  
f. Community Agency Setting 
g. Correctional Facility  
h. Other (please list):  _________ 
8. Approximately how many hours per week do you spend at your primary work setting? 




9. Approximately how many years have you been working in your primary work setting? 
10. What is your secondary work setting (if any)? 
a. Academic Setting (non-counseling center) 
b. University Counseling Center 
c. Private Practice 
d. Veterans Affairs Hospital 
e. Private Hospital  
f. Community Agency Setting 
g. Correctional Facility  
h. Other (please list): _________ 
11. Approximately how many hours per week do you spend at your secondary work setting? 
12. Approximately how many years have you been working in your secondary work setting? 
13. What is your approximate yearly income? 
14. Do you have a family history of any of substance abuse? 
15. Do you have a family history of mental illness? 
16. Do you have a family history of suicide? 
17. Have you ever sought counseling/therapy for a personal mental health concern? 
18. Have you ever taken psychotropic medication for a personal mental health concern? 
 
  





Brief Resilience Scale (BRS) 
 
 





CAGE-AID with Modified Scale 
 
 Never Rarely Sometimes Often Frequently 
Have you 
ever felt that 
you ought to 
cut down on 
your drinking 
or drug use? 
  
 





or drug use? 
  
 
0 1 2 3 4 
Have you 




drug use?   
 
0 1 2 3 4 
Have you 
ever had a 
drink or used 
drugs first 
thing in the 
morning to 
steady your 
nerves or to 
get rid of a 
hangover?   
 
















Life Stressor Checklist-Revised (LSC-R) 
 
 




























































Patient Health Questionnaires 
 
Patient Health Questionnaire-4 (PHQ-4) 
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Professional Quality of Life Scale (PROQOL) 
 
 



























Work Design Questionnaire-Autonomy Subscale 
 
Specific Instructions and Response Scale 
The questions in this section concern characteristics of the job itself. Using the scale below, 
please indicate the extent to which you agree with each statement. Remember to think only about 
your job itself, rather than your reactions to the job. 
1 = Strongly Disagree 
2 = Disagree 
3 = Neither Agree nor Disagree 
4 = Agree 
5 = Strongly Agree 
 
Autonomy 
Work Scheduling Autonomy 
1. The job allows me to make my own decisions about how to schedule my work. 
2. The job allows me to decide on the order in which things are done on the job. 
3. The job allows me to plan how I do my work. 
 
Decision-Making Autonomy 
1. The job gives me a chance to use my personal initiative or judgment in carrying out the work.  
2. The job allows me to make a lot of decisions on my own. 
3. The job provides me with significant autonomy in making decisions. 
 
Work Methods Autonomy 
1. The job allows me to make decisions about what methods I use to complete my work. 
2. The job gives me considerable opportunity for independence and freedom in how I do the 
work. 






















Informed Consent  
  Consent to Participate in a Research Study 
Well-being of Psychologists 
 
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH? 
 
You are being invited to take part in a research study about well-being among 
psychologists. You are being invited to take part in this research study because you are a 
psychologist who is currently working in some capacity in the field. If you volunteer to take 
part in this study, you will be one of about 350 people to do so.   
 
WHO IS DOING THE STUDY? 
 
The person in charge of this study is Stephanie Zuckerman, M.Ed., of University of Memphis 
Department of Counseling, Educational Psychology and Research. She is being guided in 
this research by Dr. Owen Richard Lightsey Jr. [Advisor].   
 
WHAT IS THE PURPOSE OF THIS STUDY? 
 
By doing this study, we hope to learn more about the well-being of psychologists. 
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY? 
You should not take part in this study if you do not have a doctoral level degree in psychology, 
are not at least 18 years of age, are unable to read English, or are not working in some capacity 
as a psychologist (e.g., if you are fully retired, are working in another profession, are not 
working for personal reasons or long-term injury/disability, etc.) 
WHAT WILL YOU BE ASKED TO DO? 
You will be asked to complete one brief online survey, taking approximately 15-25 minutes to 
complete. 
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS? 
You may find some questions asked to be upsetting or stressful.  If so, we can tell you about 
some people who may be able to help you with these feelings. 
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY? 
You will not derive any personal benefit from taking part in this study. 




DO YOU HAVE TO TAKE PART IN THE STUDY? 
If you decide to take part in the study, it should be because you really want to volunteer.  
You will not lose any benefits or rights you would normally have if you choose not to 
volunteer.  You can stop at any time during the study and still keep the benefits and rights 
you had before volunteering.   
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER 
CHOICES? 
If you do not want to be in the study, there are no other choices except not to take part in the 
study. 
WHAT WILL IT COST YOU TO PARTICIPATE? 
There are no costs associated with taking part in the study. 
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY? 
You will not receive any rewards or payment for taking part in the study. 
WHO WILL SEE THE INFORMATION THAT YOU GIVE? 
This study is anonymous. That means that no one, not even members of the research team, 
will know that the information you gave came from you. 
CAN YOUR TAKING PART IN THE STUDY END EARLY? 
If you decide to take part in the study, you still have the right to decide at any time that you no 
longer want to continue.  You will not be treated differently if you decide to stop taking part in 
the study.   
WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR 
COMPLAINTS? 
 
Before you decide whether to accept this invitation to take part in the study, please ask any 
questions that might come to mind now.  Later, if you have questions, suggestions, concerns, or 
complaints about the study, you can contact the investigator, Stephanie Zuckerman at 
szckrman@memphis.edu or her advisor Dr. Richard Lightsey at olightsy@memphis.edu .  If you 
have any questions about your rights as a volunteer in this research, contact the Institutional 
Review Board staff at the University of Memphis at 901-678-2705.  You may download a copy 
of this consent form to keep for your records. 
 
By pressing the button below, I acknowledge that I have read the above informed consent and that I 
agree to participate in the study.  











 My name is Stephanie Zuckerman and I am a doctoral student in counseling psychology 
at the University of Memphis. For my dissertation, I am conducting an IRB-approved study (IRB 
#4112) on the well-being of psychologists. I am seeking psychologists who are currently 
working in any specialty area to take part in my brief online study.   
Participation in this study is entirely voluntary and would involve completing a set of 
questionnaires that would take approximately 15-25 minutes. Your responses will be confidential 
and your participation will help in a small way to advance this field of study. If you would like to 
participate, you may use the link provided below. The survey can be accessed on a computer or 
mobile device. Feel free to also pass this along to anyone else who may be eligible to participate. 
Please contact me at szckrman@memphis.edu or my advisor and dissertation supervisor Dr. 
Richard Lightsey at olightsy@memphis.edu with any questions or concerns.  
 
Survey Link: https://memphis.co1.qualtrics.com/SE/?SID=SV_0P1fkz7cz4JA3uB 
 
Thank you for your time and consideration! 
 
Sincerely,  
Stephanie Zuckerman  
Counseling Psychology Doctoral Student 
University of Memphis 
 
II. Personal Message Accompanying Recruitment Script (sent to individuals contacted 
individually via the snowball sampling recruitment method):  
 
Dear Dr. _____,  
 
 I hope this email finds you well! For my dissertation I am conducting a project on the 
well-being of psychologists and wanted to send my survey to you, in case you might be willing 
to take it. Also, I was wondering if you might be willing to pass it along to any other 
psychologists you might know or work with. If you have time to pass it along, I would greatly 
appreciate it! I am seeking doctoral level psychologists who work in any area to complete the 
survey.  
 
I will paste my recruitment script below, along with a link to the survey.  
 
Thank you for your time! 
 
Stephanie Zuckerman, Ph.D. Candidate 




Counseling Psychology, The University of Memphis 
 
 




Approximately two weeks [time changed dependent on when initial email was sent] ago, 
I sent/posted [changed depending on recruitment method] a request for participants to take part 
in a survey for my dissertation. I’m writing again to ask if you would consider taking part in this 
important study on the well-being of psychologists. If you have already participated, I sincerely 
appreciate your help! I have included the original e-mail and link below. It would be a great help 
for you to complete the 15-25 minute survey, if you have the time and inclination. Also, if you 
have any colleagues who may be eligible to participate and you would like to pass this survey 
along, please feel free to do so.  
 
Thanks again for your time and consideration, 
Stephanie Zuckerman  
Counseling Psychology Doctoral Student 


































a. Refresher of problem and purpose of study. 
i. Suicide is a widespread and seemingly growing phenomenon with 
differential suicide risk examined across various groups (American 
Foundation for Suicide Prevention [AFSP], 2014; Centers for Disease 
Control and Prevention [CDC], 2012).  
ii. Some occupational groups have been identified as being at a generally 
higher risk than others, with health professionals being one such group 
(Hawton et al., 2001; Kleespies et al, 2011; Lindeman et al., 1996; 
Schernhammer & Colditz, 2004; Stack, 2001).  
iii. Psychologists are a group whose work is similar to that of other health 
professionals, but their suicide risk has not been a focus of literature. 
iv. Psychologists may have unique factors that put them at a greater risk for 
suicide, including experiences of past trauma, burnout, vicarious 
traumatization, and work in various settings in which autonomy may be 
reduced (Kleespies et al., 2011). 
v. As has been identified in the general population, meaning in life and 
resilience may be associated with lower levels of suicidality among 
psychologists (Heisel & Flett, 2004; Kleiman & Beaver, 2013; Moore, 
1997; Roy et al., 2011).  Compassion Satisfaction, or satisfaction gained 
from one’s work also may be associated with lower levels of suicidality 
among psychologists; however this connection has not yet been examined. 




b. Form, purpose, and organization. 
i. This chapter will provide background information on suicide risk and 
protective factors, definitions of suicide, and theoretical approaches to 
understanding suicide.  Furthermore, existing literature related to suicide 
among health professionals and psychologists, in addition to research 
related to psychologists’ burnout and vicarious traumatization, will be 
reviewed.  Finally, research related to the potential protective factors of 
resilience, meaning in life, and compassion satisfaction will also be 
addressed. 
II. Suicide is a large concern in the general population, health professional population, 
and among psychologists.  Furthermore, suicide has a widespread impact within the 
economy and among peers and clients of practitioners. 
a. Many suicides occur each year in the general population, and statistics 
indicate that numbers of suicide are on the rise and underreported (AFSP, 
2014; CDC, 2012; De Leo, 2015; World Health Organization [WHO], 2014).  
i. The most recent available data from 2014 shows 42,773 confirmed 
suicides in the United States, making suicide the 10th leading cause of 
death across age, gender, and racial groups (AFSP, 2014). 
ii. From 2008-2009, an estimated 8.3 million adults, 3.7% of the general 
population, reported suicidal thoughts in the past year, with 2.2 million of 
those reporting having made specific suicidal plans within the past year 
(CDC, 2012).  




iii. Statistics indicate a steady rise in suicide rates since the year 2000 (AFSP, 
2014).  
iv. Suicide may be underreported, indicating that the number of individuals 
dying by suicide may be even higher. 
1. The potential for the underreporting of suicide deaths has been 
documented over the years, and many factors may cause 
underreporting (De Leo, 2015). 
a. Reasons for underreporting include stigma avoidance; 
legal, religious, and political pressure; various methods of 
death that may not be reported as suicide (e.g., failure to 
take needed medication, self-starvation, assisted suicides, 
some motor vehicle accidents, missing persons who have 
committed suicide); and financial gains (e.g., when 
reporting suicide would prevent receipt of life insurance 
payments).  
2. The underreporting and misclassification of death is a greater 
problem for suicide than for any other cause of death (WHO, 
2014). 
b. Suicide among health professionals. 
i. Many studies have indicated a higher rate of suicide for individuals in 
various health professions in which aspects of their work may be similar to 
that of psychologists (e.g., caring for clients).  Specifically, professions 
even more closely related to psychology, such as psychiatry, have been 




found to have an even higher risk for suicide than among health 
professionals in general.   
1. Between 1979 and 1988, through examination of death 
certificate data, Boxer (1992) found elevated odds ratios for 
male pharmacists (3.35), male physicians (2.88), and male 
dentists (1.7) (Kleespies et al., 2011). 
2. Stack  (2001) explored relationships between occupation and 
suicide for 32 occupational groups, with data provided by the 
National Mortality File Tapes comprised of information from 
9,499 suicides and 134,386 deaths from other causes in 1990. 
Individuals between the ages 18-64, identified as being of 
working age, were included in the analysis.  
a. When controlling for factors that have been identified in 
existing literature as being associated with higher suicide 
risk (age, gender, race, and marital status), doctors, dentists, 
social workers, nurses, mathematicians, scientists, and 
artists were identified as being at a higher risk that other 
occupations for suicide.  Clerks were at a lower risk of 
dying by suicide than other occupational groups.  
3. A meta-analytic study examining suicide rates among 
physicians found suicide ratios, when aggregated across 
studies, to be 1.41 for male physicians and 2.27 for female 




physicians, indicating a higher risk than the general population 
for both groups (Schernhammer & Colditz, 2004).  
4. A study by Hawton et al. (2001) found an elevated risk for 
suicide among female doctors of all specialties but a lower risk 
for male doctors across all specialties.  When examining 
specialties, anesthesiologists and psychiatrists exhibited the 
highest rates of suicide when compared to other areas of 
medical practice.  Psychiatrists arguably share the most in 
common with psychologists relative to other medical 
professions given the focus on mental health in both 
professions.  
5. Lindeman et al. (1996), in a systematic review of 
epidemiologic studies, found that suicide rates for male and 
female doctors were higher than that of the general population 
across all studies.  
c. Suicide among psychologists. 
i. Suicide among psychologists was identified as a problem following the 
deaths of some well-known clinicians; this prompted the formation of an 
ad hoc APA committee to explore the topic (DeAngelis, 2011; Kleespies 
et al., 2011; Larsson, 2012).  
ii. Little is known about the topic of suicide among psychologists, and 
individuals in the field have outlined the need for a greater understanding 
regarding factors that may contribute to suicide among psychologists or 




prevent psychologists from committing suicide (DeAngelis, 2011; Guy & 
Liaboe, 1985; Kleespies et al., 2011; Larsson, 2012).  
iii. Studies have examined rates of psychologists’ suicide over time through 
the use of data derived from death certificate information.  
1. Psychologists’ suicide rates from 1960-1969 (Steppacher & 
Mausner, 1973). 
a. A list of deceased psychologists during this time was 
obtained from APA; death certificates were then located for 
80% of those individuals, and secondary information on 
causes of death was located for 10% more.  
b. Fifty eight total suicides were identified, with only 
individuals under age 65 included (this is due to APA 
membership dues being free for individuals over 65 at this 
time, so records of death were not kept).  
i. The sample included 39 males and 19 females. 
ii. Fifty deaths were marked as suicide on death 
certificates; eight others were identified as likely 
suicides based on secondary information (e.g., 
contact with last known employer). 
c. Expected numbers of suicide were calculated for males and 
females over the decade based on the general population 
rates, and actual suicide deaths were then compared to the 
expected number. 




d. Male psychologists had a lower than expected number of 
suicides (34 observed, 46.1 expected), whereas female 
psychologists had a number nearly three times the expected 
number (16 observed, 5.7 expected).  
e. This study was limited by potential bias in the reporting of 
suicide death and the likelihood of not obtaining a complete 
sample based on the use of a list of deceased psychologists 
from APA, followed by a search for death certificates 
and/or secondary death information.  The number of deaths 
by suicide is likely to be higher than determined.  
2. Psychologists’ suicide rates from 1979-1988 (Kleespies et al., 
2011). 
a. This analysis was conducted by the Division of 
Surveillance, Hazard Evaluations, and Field Studies 
(DSHEFS) of the National Institute of Occupational Safety 
and Health (NIOSH) and is from an unpublished work. 
Results were obtained from the original author (Boxer, 
1992) for use in Kleespies et al. (2011).  
i. Death certificate data from 25 states were used to 
compare rates of suicide for males, ages 20-64, with 
a control group of individuals who died by natural 
causes.  




ii. Logistic regression with these data indicated an 
odds ratio value for dying by suicide of 3.47 for 
White male psychologists when controlling for age, 
marital status, socioeconomic status, and mental 
disorders.  This would indicate increased odds for 
dying by suicide among this group. 
iii. No further information regarding the reference 
group used for comparison is available, so it is 
unclear if the numbers provided are useful.  
3. Psychologists’ suicide rates from 1981 to 1990 (Phillips, 1999). 
a. Deaths were determined through obituaries and death 
notifications made in the American Psychologist.  A 
National Death Index database was used to retrieve death 
certificates, from which the cause of death was obtained 
and those dying by suicide were identified. 
b. Forty-nine psychologists who died by suicide were 
identified.  The study eliminated individuals 65 years and 
older due to APA membership policies at the time 
(individuals 65 years and older given free membership).  
c. Of those dying by suicide, the average age was 47.9 years 
old.  The suicide rate for women was 7.6/100,000, and the 
rate for males was 7.8/100,000. 




d. Rates of suicide were found to be lower than those found 
by Steppacher and Mausner (1973), lower than the general 
population rate for males, and the same as the generation 
population rate for females.  
e. The method of finding those who committed suicide 
appears to be a limitation of this research, since it is 
unlikely that all deaths attributable to suicide were 
determined using this methodology.  Rates found may be 
skewed.  The use of death certificates also may be a flaw 
given the potential for underreporting of suicides as the 
cause of death.  Finally, another concern is noted with 
regard to the study’s definition of a psychologist in that 
only those who were APA members were included.  
4. Psychologists’ suicide rates from 1984-1998 (Kleespies et al., 
2011). 
a. Data obtained from the NIOSH in which information about 
cause of death by occupation/industry were provided from 
28 states for two or more years.  
b. Proportionate Mortality Ratios (PMRs) were calculated for 
all occupations.  
c. The PMR for psychologists, without controlling for any 
demographic characteristics, was 166.  This number 




indicates an increased risk of suicide compared to other 
occupational groups.  
d. When controlling for gender and race, White males (PMR 
= 161) and White females (PMR = 212) had elevated risks 
for suicide.  
e. Black male and female psychologists did not have elevated 
risks.  PMRs were not provided for these subgroups.  
iv. A limited number of studies have examined suicide as a component of 
other mental health concerns (e.g., depression) among psychologists.  
a. Deutsch (1985) examined the prevalence of personal 
problems among a sample of masters and doctoral level 
therapists in Iowa.  Two percent (five individuals) of the 
sample reported having a past suicide attempt; however, 
these numbers were not high enough to determine if any 
correlations between suicidality and either work or 
demographic factors existed.   
b. Gilroy et al. (2002), in a study focusing on psychologists’ 
experiences with depression, included questions regarding 
experiences of suicidality as a component of their 
assessment of depression.  In their sample of 435 members 
of the Division of Counseling Psychology of APA, 58% of 
participants reported having had no suicidal ideation, 21% 
reported passive suicidal ideation, 28% reported ideation 




without a plan, 3% reported ideation with a plan, and one 
individual reported having a past suicide attempt.  No 
further analysis of this information was conducted, and the 
study does not indicate the period of time for which 
suicidality was assessed in the study.  
d. Economic, social, and other implications associated with suicide. 
i. Suicide has a significant economic impact in the United States and is 
estimated to cost $44 billion annually in lost wages and work productivity; 
nonfatal self-harm injuries are estimated to cost $2 billion annually for 
medical care and $4.3 billion for indirect costs (e.g., lost wages) (AFSP, 
2014). 
ii. Suicide among psychologists has a significant impact on colleagues of the 
deceased (Kleespies et al., 2011).  
1. Requests were sent via APA listservs to recruit psychologists 
who had experienced the death of a colleague by suicide.  
2. Semi-structured interviews were conducted with individuals 
who had volunteered.  
3. Fourteen cases of psychologist suicide were identified through 
recruitment and interviews.  
4. Interviews reflected a wide impact of psychologists’ suicide.  
a. Those interviewed reported that family, colleagues, 
patients, clients, students, interns and staff were all 




impacted by these individual’s suicides, and interviewees 
suspected an even wider impact than they were aware of.  
b. The impact was long lasting, with some reporting 
struggling to make sense of and cope with the death for 
approximately 1-2 years. 
c. One interviewee was a graduate student of the psychologist 
who reported that the death of her advisor by suicide 
caused herself and many of her colleagues to question their 
career choice.  
5. For more than half of the suicides identified, interviewees 
stated that they thought the individual who committed suicide 
had problems with depression or substance abuse; only one 
was identified as having ethical or legal problems.  
6. No participants in the interviews indicated that they had 
foreseen suicide as a problem for the individual prior to their 
death. 
iii. Psychologists’ suicide impacts clients of the deceased in long-lasting and 
significant ways. 
1. Patients’ reactions to the suicide of a psychotherapist 
(Reynolds, Jennings, & Branson, 1997). 
a. Twelve of 34 initial potential participants, who were 
previous clients of the deceased individual, completed a 
questionnaire examining their reactions (behavioral and 




affective) to the death of their psychotherapist.  The 
questionnaire was administered 1 year after the death.  
i. The participants included four males and eight 
females with an average age of 35.  Seven 
participants had been in therapy with the 
psychologist at the time of his death, whereas five 
had previously terminated their therapeutic 
relationship.  
b. Immediate grief reactions were identified as denial, 
confusion, and shock.  Ten individuals reported initially 
disbelieving the reports of the psychologist’s death, and 7 
reported believing the individual had died by murder rather 
than suicide.  Immediate behavioral reactions included 
crying, talking with friends about the suicide, overeating, 
oversleeping, overdrinking, and praying.  One subject 
reported keeping newspaper clippings about the death.  
c. In the year following the suicide, reported grief reactions 
included feeling depressed, numb, angry, hopeless, 
abandoned, and panicky.  Six individuals reported feeling 
as though they could have prevented the suicide if they had 
been there at the time, and some held on to the belief over 1 
year after the death.  




d. Only one participant reported feeling that suicide was an 
unacceptable solution to a problem, and most participants 
stated that they felt suicide was acceptable (n = 2) or 
acceptable in certain situations (n = 9).  Six participants 
reported continuing to visit the individual’s grave after his 
death, two reported continuing to drive by the 
psychologist’s former office, two reported continuing to 
cry, and one indicated continuing to overeat.  Six 
individuals continued to believe that the therapist was 
murdered after 1 year post-mortem.  
2. Case studies have demonstrated that there is a significant 
impact on children and adolescents as a result of therapist 
suicide and that many individuals experience shock, loss, 
abandonment, and distrust.  Other individuals reported being 
aware that the psychotherapist had psychological problems 
prior to their suicide and feeling responsible for the death 
(Ables, 1975; Ballenger, 1978; Chiles, 1974; Dunne, 1987; and 
Graves, 1978; Kleespies et al., 2011).  
III. Theory and definitions of suicide. 
a. Approaches for understanding and defining suicide. 
i. The field of Suicidology has been criticized with relation to its theoretical 
grounding and the operationalization of suicide and related concepts. 
1. Need for Greater Theoretical Grounding (Rogers, 2001). 




a. Existing research has focused on the identification of 
correlates, with the goal of providing a basis for predicting 
and preventing suicide.  
b. Psychological theory does not often address suicide, which 
has led to a fragmented body of literature.  
c. There is a growing body of knowledge related to correlates 
of suicidal behavior; however, there are few comprehensive 
theories that synthesize the available knowledge.  
2. Existing literature has substantial variation in the way that 
suicide is defined, and there is need for a standard 
nomenclature (Silverman, 2006; Silverman, 2007). 
a. Many various definitions of suicide have been used in 
literature (e.g., including ideation and actual attempts 
versus including attempts or completed suicide only).  
b. The use of different definitions makes it more difficult to 
synthesize information related to suicide.  
b. Defining suicide (Silverman, 2006). 
i. In general, the field of Suicidology does not have a standard definition or 
way of defining suicide; definitions are often chosen based on their utility 
for a given purpose.  
ii. A review of nomenclature used in suicide research compiled the 15 most 
used definitions of suicide and found that each definition included the 
following three components: a) a deliberate act of self-destruction that 




results in death, b) a conscious self-directed act with the intent to die, and 
c) a willful self-inflicted life-threatening act resulting in death. 
iii. A comprehensive definition of suicide includes death as the outcome of 
the behavior, agency of the act (done to self), intention to die or to achieve 
a different status, and awareness or consciousness of the outcome.  
iv. The phrase “suicide attempt” has been used differently, with some 
research using the term “attempt” only if one had the intention of dying, 
whereas others define attempt as including nonfatal self-injury or suicidal 
gestures, in which one acts in a way that may lead to his or her death, 
although the person does not intend to die.  
v. Suicidal ideation encompasses any cognition an individual may have 
related to a desire to die, ranging from passive ideation to specific ideation 
with a plan.  
vi. Suicidality is often used as a comprehensive term encompassing various 
levels of ideation and behaviors related to the desire to die.  A definition 
of suicidality generally includes thoughts, ideation, plan, attempts, and 
completed suicides.  
c. Theories of suicide. 
i. Stress and explanatory models of suicide. 
1. Emil Durkheim presented one of the earliest theories of 
suicide, which held that all suicidal behavior stemmed from 
either too much or too little integration into society, with social 




forces being the primary cause of suicidal behaviors (Joiner, 
2009).  
2. Psychache, or unbearable pain stemming from not having one's 
psychological needs met, is another early theory presented by 
Shneidman (1993) that attempted to explain suicide.  This pain 
or psychache caused one to be more likely to consider suicide 
(Joiner, 2009; Shneidman, 1993). 
3. Stress diathesis model of suicide. 
a. The stress diathesis model of suicide took early stress and 
explanatory models and combined them with the idea that 
predisposition or genetic vulnerability in conjunction with 
life and external stressors is what contributes to an 
individual's experience of suicidality.  The diathesis can 
include cognitive, clinical, and neurobiological factors 
(Van Heeringen, 2012).   
b. The cognitive diathesis model involves one's tendency to 
see no hope in situations, to see no way of escaping 
situations, and to have a tendency to be more sensitive to 
feelings of loss or defeat (Van Heeringen, 2012). 
c. Furthermore, other models have defined diatheses as being 
composed of the factors identified in early stress and 
explanatory models.  These factors may include traits such 
as impulsivity, a general tendency toward hopelessness, 




aggression, having family members who committed 
suicide, experiencing abuse, and a family history of 
substance abuse or other mental health concerns, with 
neurobiological models exploring these factors in 
conjunction with differentiating brain activity between 
those with and without suicidal ideation (Mann et al., 
1999).  These factors, combined with stress, are proposed 
to precipitate suicidal ideation. 
ii. Interpersonal theory of suicide (Joiner, 2009; Van Orden et al., 2008). 
1. The desire to die by suicide comes from what Joiner 
characterizes as perceived burdensomeness and thwarted 
belongingness, or a sense of alienation. 
2. These two characteristics interact with an individual's acquired 
capacity for suicide, which is theorized to come from a variety 
of factors including having engaged in past suicide attempts or 
other self-harming behaviors, and exposure to painful or 
traumatic experiences. 
iii. Fluid vulnerability theory (Bryan, 2011; Rudd, 2006). 
1. This more comprehensive theory incorporates the idea that 
individuals have a baseline risk for suicide.  Baseline risk 
varies from individual to individual and is determined by static 
factors (e.g., genetic predisposition).  




a. Risk is elevated by aggravating factors (e.g., recent loss, 
stressor).  
b. Severity of one’s risk arises from a combination of baseline 
level risk and the severity of aggravating factors. 
c. Risk is reduced by protective factors. 
d. Suicidal mode emerges out of a combination of cognitions, 
emotions, physiology, behavioral predispositions, and 
triggers (e.g., job loss or financial stress).  The suicidal 
mode represents a state in which one may attempt suicide 
or feel suicidal.  
d. Suicide research has sought to understand suicide, with the end goal of 
preventing suicide.  This research focus has been pragmatic and has led to a 
body of research that, through many varying theoretical foundations, has 
developed knowledge regarding correlates of suicidal behavior.  Whereas 
theoretical approaches vary in their unique models of suicide, each has 
worked to explain suicide on the basis of risk and protective factors (Rogers, 
2001).  
IV. Age, gender, group membership, trauma history, mental health history, and other 
various life stressors have been examined in relation to suicide risk.  Meaning in life 
and resilience have been established as protective factors against suicide. 
a. Specific age groups have been shown to demonstrate greater rates of suicide 
than others. 




i. In the general population, the highest rates of suicide occur among 
individuals aged 45-64 (19.1/100,000) followed by individuals 85 and up 
(18.6/100,000) (AFSP, 2014). 
ii. In general, a review of epidemiological research on suicide indicates that, 
in industrialized countries, suicide risk increases with age (Mościcki, 
1997). 
iii. No studies have examined age as a factor predicting psychologists’ risk 
for suicide.  
b. Gender has been identified as a factor related to increased suicide risk.  In 
general, studies indicate that men are more likely to die by suicide, whereas 
women are more likely to experience suicidal ideation and make suicide 
attempts, though not to die by those attempts.  
i. Across all groups, the rate of completed suicides for men (20.2 in 2013) is 
approximately four times higher than the rate for women (5.5 in 2013) 
(AFSP, 2014).  
ii. In the general population, males are higher in suicide completions, with 
females more likely to have had suicidal thoughts (CDC, 2012; Mościcki, 
1994).  
iii. Data from the National Comorbidity Survey comprised of 5,877 
individuals from 15 to 54 years of age were analyzed to explore risk 
factors related to lifetime suicide attempts (Kessler, Borges, & Walters, 
1999). 




1. Risk of suicide attempts was positively correlated with being 
female. 
2. Contrary to what might be expected from the general 
population regarding who dies most frequently by suicide, no 
sex differences were found among individuals with regard to 
the likelihood of making a plan to kill themselves.  
iv. Epidemiological research has found that men are more likely to commit 
suicide than women (Mościcki, 1997).  
v. Studies on medical professional and psychologist suicide indicate that 
Caucasian female psychologists exhibit higher rates of suicide than male 
psychologists (Kleespies et al., 2011; Steppacher & Mausner, 1973). 
c. Membership in various racial groups has been identified as an indicator of 
greater suicide risk, with statistics consistently showing a higher risk among 
Whites and American Indians.  
i. White individuals have the highest rates of suicide among ethnic groups 
(14.2), followed by American Indians and Native Americans (11.7). 
Blacks and Hispanics have much lower rates (5.4 and 5.7, respectively) 
(AFSP).  
ii. Kessler, Borges, and Walters (1999) found that non-Hispanic Blacks had 
significantly lower odds of attempted suicide than non-Hispanic Whites, 
although race and ethnicity were not found to be significantly related to 
suicide attempts overall.  




d. Marital status has also been identified as a predictor of suicide risk, with 
individuals who are divorced or separated being more likely to commit suicide 
(Kposowa, 2000; Suicide Prevention Resource Center [SPRC], 2001).  
e. Early experiences of traumatic events or distress in one’s family have been 
linked to future negative mental health outcomes and increased risk for 
suicidality (AFSP, 2014; SPRC, 2001). 
i. Early experiences of abuse and numerous or severe negative life events 
were associated with future suicide attempts in a sample of African 
American women (Kaslow et al., 2002).  
ii. Studies of correctional inmates have showed that past experiences of 
abuse and trauma are linked to a higher likelihood of suicidal behaviors 
(Mandelli et al., 2011; Sarchiapone et al., 2007).  
iii. Early trauma also has been linked to an increased risk for suicide among 
women in a primary care setting (Wiederman, Sansone, & Sansone, 1997). 
f. Mental health, life stressors, and suicide risk. 
i. The experience of mental health problems, such as depression or anxiety, 
and the experience of stressors in one’s life (e.g., recent loss of a 
relationship) have been linked to a higher risk for suicide (AFSP, 2014; 
Kessler, Borges, & Walters, 1999; SPRC, 2001). 
g. Stressors that one experiences at work, in combination with other risk factors, 
have been associated with an increased risk for suicidality (Milwid, 2011; 
Stack, 2001).  Being unemployed or losing a job has also been indicated as a 
risk factor for suicide (AFSP, 2014; SPRC, 2002). 




h. Meaning in life and suicide. 
i. Meaning in life has been identified as a crucial aspect of psychological 
well-being and has been defined by Steger et al. (2006) as “the sense made 
of, and significance felt regarding the nature of one’s being and 
existence.”  Meaning in life is a concept tied closely to purpose in life and 
typically has been used interchangeably with purpose in life in the 
literature (Zika & Chamberlain, 1992).  
ii. Heisel and Flett (2004) found that purpose and satisfaction in life 
accounted for a significant amount of variability in suicide risk, above the 
variance accounted for by risk factors, among a sample of 49 psychiatric 
patients.  
iii. A study of suicidal older adults indicated that their experience of 
suicidality was related to a loss of meaningful activities in their lives 
(Moore, 1997).  
iv. Both the presence of meaning in life and the search for meaning in life 
were found to be associated with lower suicidality in a longitudinal sample 
of undergraduate students.  Presence of meaning in life was also found to 
be associated with a decreased odds ratio of having a suicide attempt over 
one’s lifetime (Kleiman & Beaver, 2013).  
v. Meaning in life has not been examined in relation to psychologists’ 
suicide, burnout, or vicarious trauma.  
i. Resilience and suicide. 




i. Resilience, identified as one’s ability to bounce back from stressful 
situations, has been shown to be lower in individuals who have attempted 
suicide or who experience suicidal ideation (Roy et al., 2007; Smith et al., 
2008). 
ii. Roy et al., (2011) found that, when comparing substance abuse patients 
who had attempted suicide (n = 20) versus those who had not (n = 20) and 
prisoners who had attempted suicide (n = 166) versus those who had not 
(n = 166), resilience scores on the Connor Davidson Resilience Scale 
(CD-RISC) were higher for both groups of non-attempters.  
1. Within each group (substance abusers and prisoners) 
participants were matched based on their scores on the 
Childhood Trauma Questionnaire.  
2. This indicates that level of general resilience, as measured by 
the CD-RISC, may serve as a protective factor against suicide 
for individuals with childhood trauma.   
V. Unique risk factors for suicide among psychologists may be related to self-selection 
factors (e.g., having experienced past trauma), experiences of mental illness and personal 
distress, and job related factors (e.g., burnout and work setting).  
a. Psychologists’ self-selection factors. 
i. Studies have indicated that an individual’s past life experiences and other 
influential factors in life may be related to the choice one makes to pursue 
a career as a psychologist or psychotherapist.  




1. Childhood trauma and adult functioning in mental health 
versus non-mental health professionals (Elliott & Guy, 1993). 
a. A sample of 340 female mental health professionals (80% 
masters level clinicians and 20% doctoral level) was 
compared to a sample of 2,623 women in other professions 
based on their experiences with past physical abuse, sexual 
molestation, parental alcoholism, psychiatric 
hospitalization of a parent, death of a family manner, and 
family dysfunction, in addition to their current functioning 
based on levels of anxiety, depression, dissociation, sleep 
disturbance, and impairment.  
b. Mental health professionals were more likely to report 
experiencing one or more past traumas than individuals in 
other professions and higher rates of all past experiences 
mentioned above, with 66.4% of mental health 
professionals reporting having experienced at least one type 
of trauma.  Sexual molestation was the most frequently 
reported past trauma among mental health professionals, 
reported by 43.3% of participants.  These differences 
between women mental health professionals and women in 
other professions remained significant when the effects of 
past therapy were controlled.  




c. With regard to current functioning, mental health 
professionals reported less difficulty in all areas of 
functioning.  An examination of interaction effects among 
occupation choice, treatment history, and trauma history in 
relation to current functioning revealed no significant 
interactions.  Receiving past counseling may be related to 
current functioning: 78% of mental health professionals 
within the sample reported having received previous 
treatment, with the mean number of hours in treatment 
equaling 167.  
2. Early childhood experiences and current emotional distress in 
relation to career aspirations among students (Nikčević, 
Kramolisova-Advani, & Spada, 2007). 
a. In a comparison of psychology students with clinical 
aspirations, psychology students without clinical 
aspirations, and business students all in their third year of 
undergraduate education, psychology students with clinical 
aspirations had the highest prevalence of childhood sexual 
abuse, negative home atmospheres, and parentification 
(taking on a parent-like role in the family) between the ages 
of 14 and 16.  No differences in child trauma, abuse, and 
parentification rates were found between business students 
and psychology students without any clinical aspirations.  




b. No differences were found between groups related to their 
current levels of anxiety and depression.  
3. Past family experiences may influence an individual’s choice 
to enter a clinical psychology specialty (Murphy & Hagin, 
1995). 
a. Clinical psychotherapists and social psychologists were 
compared on the degree to which their choice of career path 
was influenced by their experiences of psychological 
distress in either themselves and/or their families of origin, 
a desire to resolve personal problems, and a wish to pursue 
opportunities for vocational achievement and professional 
advancement.  
b. Psychotherapists were more likely than social psychologists 
to report entering their career due to personal problems 
(parental absence or loss, an unhappy childhood, abuse or 
neglect, physical illness, emotional problems, and 
loneliness), and troubled family experiences during youth 
(the experience of feeling emotionally responsible for or 
taking care of parents, the experience of taking care of 
other family members in the household, the experience of 
family conflict, the experience of physical illness in one's 
family, the experience of mental illness in one's family, and 
the experience of substance abuse in one's family). 




4. Follette et al. (1994), in a survey of mental health and law 
enforcement officials, found that 29.8% of therapists surveyed 
reported past trauma and that individuals reporting past trauma 
had significantly higher levels of symptoms than those without 
past trauma.  
b. Psychologists’ experiences of distress and personal problems.  
i. Studies have shown that psychologists are not immune to the experiences 
of distress and personal problems, suggesting that they are not likely 
immune to the experiences of suicidality or other mental health concerns. 
Furthermore, experiencing distress and personal problems had been linked 
to suicidality in the general population.  
1. Prevalence of personal problems among psychologists 
(Deutsch, 1985). 
a. An exploratory study using self-report data on therapists’ 
personal problems showed that therapists are not immune 
to, and frequently experience, problems in their own lives.  
i. The sample included 264 therapists from Iowa 
included 195 masters level clinicians and 69 
doctoral level clinicians; 85 had psychology 
degrees, 117 were in social work, and 62 were in 
counseling and other fields; age ranged from 25 to 
68 years, M = 41; range of work experience ranged 
in years from 1 to 34, M = 10; 75% in agencies, 




25% in private practice; clientele primarily adults 
(72%), children and adolescents (25%); 24 hours on 
average spent per week in therapy; 38% female, 
62% male.   
ii. Eighty two percent of participants reported having 
relationship problems, 57% reported experiencing 
depression, 11% reported substance abuse, 2% 
reported having a suicide attempt, and 14% 
endorsed other problems.  No gender difference was 
found in occurrence of problems.  
iii. Therapists indicated that some relationship 
problems stemmed from their work as therapists (no 
numbers were provided).  Doctoral therapists were 
less likely than masters level therapists to have had 
therapy for relationship problems (r  = -13, p < .05) 
or depression (r  = -.12, p < .05).  
iv. Depression was relatively more widespread among 
private practitioners (r = .19, p < .01). 
v. The low percentage of individuals from the sample 
who reported suicide prevented determination of 
any potentially significant correlations.  
vi. Ten percent of therapists endorsed having not 
sought therapy for their problem and cited the 




reason as a belief that therapists should be able to 
solve their own problems. 
2. Counseling psychologists’ experiences with depression and 
treatment (Gilroy et al., 2002). 
a. The study used a random sample of 425 psychologists 
between the ages of 31 and 80; 55% were female, and most 
were married and Caucasian.  
b. Sixty-two percent of participants self-reported depression, 
with 40% of males and 60% of females reporting 
depression.  
c. Male and female participants who reported depression also 
reported working a significantly higher number of clinical 
hours per week (between 21 and 40) than non-depressed 
participants.  
d. Sixty-one point seven percent of male participants and 
71.3% of female participants who reported depression 
indicated seeking treatment.  
i. For those seeking treatment, the following 
considerations in descending order of importance 
were described by participants: a) the reputation of 
the therapist seen, b) feeling safe in terms of 
confidentiality and professional standing, c) 
educational background and training of the 




therapist, and d) the therapist was located outside of 
the participant’s area (e.g., in a neighboring city) 
and represented no conflict of interest.  
3. In a survey of 155 individuals (54.5% female, attending a 
conference, mean age 45.1, 48% masters level, and 46% 
doctoral level), the most common problems reported included 
emotional exhaustion and fatigue.  Other reported problems 
included difficulty in interpersonal relationships, feelings of 
isolation, disillusionment with interpersonal relationships, 
anxiety, and depression.  Doctoral level therapists also reported 
less satisfaction with sleep than masters level clinicians. 
Eighty-seven point seven of the sample reported having been in 
therapy (Mahoney, 1997). 
4. Sherman (1996), in a review of literature on psychologist 
impairment, identified three categories of causes of 
impairment.  These categories included substance abuse, sexual 
misconduct, and emotional problems/mental health issues.  
a. Impairment stemming from these personal problems was 
also found to have a negative impact on work with clients, 
and signs of impairment included lateness for 
appointments, decreased interest in work, inattention during 
sessions, feelings of inadequacy as a therapist, and a 
decreased sense of empathy for clients.  




5. Guy, Poelstra, and Stark (1989), in a survey of 318 practicing 
psychologists, found that 74.3% of respondents indicated 
experiencing distress over the past three years, and 36.7% of 
those individuals stated that they felt their distress decreased 
the quality of patient care. 
VI. Psychologists’ job-related factors have not been explored in relation to suicide but 
may contribute to suicidality experienced by psychologists.  Factors related 
specifically to the work that psychologists do have been identified and include 
burnout, compassion fatigue, and vicarious traumatization.  
a. Burnout has been identified as a hazard of psychologists’ work, and a variety 
of factors have been examined as potential predictors of burnout levels.  
i. Defining burnout. 
1. Burnout is defined as “a syndrome characterized by emotional 
exhaustion, depersonalization, and low level of personal 
accomplishment” (Maslach & Jackson, 1989). 
a. Emotional exhaustion is characterized by the symptoms 
of physical and emotional depletion.  Depersonalization 
describes a lack of empathy with and an emotional 
distance from clients.  Finally, personal 
accomplishment illustrates feelings of satisfaction and 
competence in one's job. 
ii. Psychologists’ experiences of burnout.  




1. Licensed psychologists scored higher than general mental 
health worker norms on the Maslach Burnout Inventory [MBI]. 
In a sample of 562 licensed psychologists from APA, 39.9% of 
individuals scored in the high burnout range (Ackerley et al., 
1988). 
2. In examining multiple potential predictors of licensed 
psychologists’ burnout, use of multiple regression to examine 
these predictors produced the following profiles of a 
depersonalized clinician and a clinician with a high sense of 
personal accomplishment (Ackerley et al., 1988). 
a. Depersonalized clinician: young, having feelings of low 
control, seeing many negative clients, overinvolved, 
seeing few clients with self-actualizing/self- growth 
issues, working with few clients with affective issues, 
seeing many psychotic clients, seeing many victims of 
sexual abuse/rape, and dealing with few legal 
issues/court appearances (i.e., having a low number of 
clients who present to therapy facing legal issues and/or 
upcoming court appearances). 
b. Those with a sense of personal accomplishment: 
earning a high income, working many hours in direct 
service, feeling in control, doing few diagnostic 
assessments, feeling supported, and engaging in little 




consultation and group therapy, and few administrative 
duties. 
iii. Age and burnout. 
1. In a meta-analysis of burnout and mental health professionals, 
Lim et al. (2010) found that age was the most significant 
predictor across all levels of burnout, with younger age being 
associated with higher levels of emotional exhaustion and 
depersonalization and lower levels of personal 
accomplishment.  
a. Limitations of this analysis are that it included a small 
number of studies (15) and no studies using multiple 
regression methods (excluding potentially useful 
studies).  Additionally, the analysis only considered 
linear relationships between variables, and race and 
marital status were not included as potential variables 
explaining variance in burnout levels. 
2. In an examination of licensed psychologists’ burnout levels, 
age was found to be the only predictor of variance in 
dimensions of burnout as measured by the MBI.  Specifically, 
age inversely predicted level of burnout on the emotional 
exhaustion dimension (Ackerley et al., 1988).  
3. An examination of compassion fatigue and burnout in a sample 
of clinical psychologists (N = 225) and clinical social workers 




(N  = 235) who identified as trauma treatment specialists, 
found that individuals working in inpatient settings reported 
more compassion fatigue and burnout than individuals in 
community mental health centers and individuals in private 
practice; being younger and having less experience predicted 
greater burnout but not compassion fatigue (Craig & Sprang, 
2010).  
iv. Gender and burnout. 
1. Among correctional psychologists, no differences in burnout 
levels existed between males and females (Senter et al., 2010).  
v. Education level and burnout. 
1. Among counseling center staff, individuals with the fewest 
years of postdoctoral experience exhibited higher levels of the 
emotional exhaustion dimension of burnout (Ross et al., 1989). 
vi. Work setting and risk for burnout. 
1. Meta-analysis of burnout and associated factors (Lim et al., 
2010). 
a. Work setting was found to be one of the largest 
predictors of emotional exhaustion and 
depersonalization when considering age, gender, 
educational levels, work experience, and work setting.  




b. Individuals in agency settings and those working a 
greater number of hours each week had higher levels of 
both emotional exhaustion and depersonalization.  
2. Ackerley et al. (1988) found that individuals in private practice 
had less emotional exhaustion and depersonalization and 
higher sense of personal accomplishment than those in public 
sector work.  Private practitioners were older, had more 
income, and spent more time per week working directly with 
clients.  Private practitioners spent more time in individual and 
couple psychotherapy; less time in group psychotherapy, 
diagnosis, consultation, clinical supervision, research, and 
administration.  Private practitioners also dealt more frequently 
with interpersonal issues and self-actualizing/self-growth and 
less frequently with substance abuse, psychotic behavior, 
battery, and psychodiagnostic issues.  Time spent in specific 
therapeutic activities was not significantly related to emotional 
exhaustion or depersonalization but was positively correlated 
with personal accomplishment.   
a. Type of client issues explained more than five percent 
of variance in burnout dimensions.  
3. Using the MBI to examine differences in burnout based on 
work setting, Senter et al. (2010) found that for 
depersonalization, correctional psychologists had significantly 




higher rates than counseling center or Veterans Affairs 
psychologists.  For personal accomplishment, counseling 
center psychologists had significantly higher levels than 
correctional or public psychiatric hospital psychologists.  No 
significant differences were found for emotional exhaustion 
across groups. 
a. Length of time spent on job may differ based on the 
setting in which one works: When comparing groups, 
Veterans Affairs psychologists had longer tenure than 
correctional, counseling center, and public psychiatric 
hospital psychologists (Senter et al., 2010).  
b. The total sample in Senter et al. (2010) consisted of 203 
doctoral level psychologists employed full time, who 
were also APA members.  Six hundred individuals were 
initially contacted, but the study had a 45% overall 
response rate (271 total surveys returned, 203 useable).   
i. The sample consisted of 44 correctional 
psychologists, 56 Veterans Affairs 
psychologists, 49 counseling center 
psychologists, and 54 public psychiatric hospital 
psychologists. 
4. Raquepaw and Miller (1989) found that social workers and 
psychologists working in agency settings reported higher 




burnout than individuals working in private practice.  Private 
practitioners reported higher levels of personal accomplishment 
and lower levels of emotional exhaustion.  Satisfaction with 
caseload had a greater influence on burnout than actual number 
of clients seen.  Burnout was measured using the MBI. 
a. The sample came from social workers and 
psychologists in Texas and included 72 total 
practitioners.  The overall sample obtained exhibited 
low burnout levels compared to MBI norms.  
b. Secondary traumatic stress (STS), a concept similar to vicarious 
traumatization (VT), is stress resulting from secondary exposure to traumatic 
or stressful events occurring as the result of an individual’s work (Stamm, 
2010).  
i. In a study of female psychotherapists, individuals who reported more 
exposure to work with sexual abuse victims also reported experiencing 
more personal trauma symptoms (Brady et al., 1999).  
ii. In a study of trauma therapists, individuals who reported a history of 
personal trauma were found to have higher rates of vicarious 
traumatization (Pearlman & Mac Ian, 1995). 
iii. In a study synthesizing research on vicarious traumatization and secondary 
traumatic stress, Baird and Kracen (2006) found evidence that personal 
trauma was a contributor to both STS and VT. 




iv. No studies have yet examined secondary traumatic stress of vicarious 
traumatization in relation to suicidality.  
VII. Potential protective factors against suicide or negative work outcomes (e.g., burnout) 
among psychologists. 
a. Psychologists’ job satisfaction, or a positive feeling that may result from one’s 
work, has been explored in relation to work setting and psychologists’ 
specialty.   
i. Compassion satisfaction, is a conceptualization of job satisfaction specific 
to the helping field and is defined as the pleasure an individual derives 
from work conducted in a helping profession (Stamm, 2010). 
ii. Comparing the job satisfaction of correctional psychologists to other 
groups (Senter et al., 2010). 
1. Job satisfaction was measured using the Minnesota Satisfaction 
Questionnaire-Short form, which examines intrinsic, extrinsic, 
and general satisfaction, to compare satisfaction levels of 
psychologists across four work settings (correctional, Veterans 
Affairs, counseling center and public psychiatric hospital).   
2. No differences were found in total job satisfaction across 
groups.  For intrinsic satisfaction, correctional and public 
psychiatric hospital psychologists were significantly lower than 
counseling center psychologists.  For general satisfaction, 
correctional and public psychiatric hospital psychologists were 
significantly lower than counseling center psychologists.  




iii. Comparison of psychotherapists and research psychologists (Radeke & 
Mahoney, 2000). 
1. A comparison of research psychologists (N = 146) and 
psychotherapists (N = 130) found that psychotherapists 
reported higher levels of anxiety, depression, and emotional 
exhaustion than researchers.  
2. Psychotherapists reported greater life satisfaction than 
researchers and were more likely to report feeling as though 
their work had a positive influence on their lives.  Based on the 
reported information from Radeke and Mahoney (2000), it is 
unclear whether or not there was a difference in life satisfaction 
among psychotherapists with higher or lower levels of anxiety, 
depression, or emotional exhaustion.  Levels of life satisfaction 
simply appear to be compared between researchers and 
practitioners. 
iv. A review of counselors’ job satisfaction across settings found that 
counselors in private practice reported higher job satisfaction than 
individuals in agency settings, indicating that greater autonomy and 
control in one’s work may influence job satisfaction (Cunningham, 2008). 
b. Meaning in life and resilience have been shown to protect against the 
experience of suicidality or suicide attempts (Heisel & Flett, 2004; Roy et al., 
2007; Roy et al., 2011; Smith et al., 2008), although these protective factors 




have not been explored in relation to suicidality or negative work outcomes 
among psychologists.  
VIII. Summary 
a. This chapter explored the situation of suicide today in addition to existing 
knowledge related to suicide risk among health professionals and 
psychologists.  Given the lack of knowledge regarding suicide risk among 
psychologists, potential variables contributing to their increased risk were 
identified.  Furthermore, potential protective factors were also identified that 
may be associated with a lower risk for suicide among this group.  
 
 
